I. Introduction
Pregnancy is one of the most important events that constitute powerful experience in women's lives and indeed in the lives of their families. Although pregnancy is a normal physiological process, it is associated with certain risks to health and survival both for the woman and for the infant she bears. (1) These risks are present in every society and in every setting. In developed countries they have been largely overcome because every pregnant woman has to take special care during pregnancy and childbirth. In developing countries where each pregnancy represents a journey into the unknown from which all too many woman never return, due to lack of care provision. (2) According to the World Health Organization (WHO), the worldwide estimated maternal mortality ratio (MMR) in year 2010 was 210 deaths/100.000 live births among women aged 15-49 years, showing a decline of 43% from the level in 2015. In Egypt, maternal mortality ratio has declined dramatically from 174/100000 live births in 1992-1993 to 67.6 / 100000 live births in 2005 to 44.6 / 100000 live births in 2009 to 33/100.000 live births in 2015. (3) Such decrease in MMR reflects the country's effort in achievement of the millennium developmental goals. The target of those goals was to reduce MMR by three quarters by 2030. One of the corner stones for achievement of these goals is the provision of quality antenatal care. (4) Antenatal care (ANC) refers to the comprehensive health supervision that is given to a pregnant woman from the time that conception is confirmed until the beginning of labor. (5, 6) It is important in preventing, monitoring, early detecting, and treating health problems for pregnant women and her family. (7) ANC is mostly provided by nurse, nurse midwives, and obstetricians. Professionals from other discipline, such as nutritionists, health visitor, social workers, counselors, health advocates, may also be involved in this care. It is provided through a number of planned antenatal visits (totaling 14 visits) scheduled as follows: the initial visit takes place as soon as the woman thinks she might be pregnant. (7) The major objectives of this visit are to introduce the woman to the maternity service, confirm or rule out a diagnosis of pregnancy, ascertain risk factors, determine the due date, and provide education about maintaining a healthy pregnancy. However, the first visit is usually the longest because it establishes baseline data relevant to planning health-promotion strategies for initial and every subsequent visit. (5, 8) Assessment during the first antenatal visit includes history taking, physical examination and laboratory investigation as well as health teaching and development of delivery plan which will be reviewed at subsequent visits. Subsequent visits take place monthly until 28 gestational weeks. Then fortnightly until 36 weeks and weekly thereafter until delivery. During this visits the following activities are completed: measurement of weight and blood pressure, urine testing for protein, glucose and ketones, fundal height measurement to assess fetal growth assessment of fetal heart rate, tetanus toxoid immunization. (9, 10) Out of this schedule the pregnant woman should promptly visit the ANC clinic if any of the warning signs develops. Specifically: severe frontal headache, blurring of vision or double vision, persistent vomiting, swelling of face and hands, fever or chills, dizziness and persistent vomiting. In addition to epigastric pain, persistent lower abdominal pain, diminished/loss of fetal movement and vaginal bleeding or escape of fluids , in addition oliguria or dysuria, and seizure or loss of consciousness. (11) WHO had recommended 4 antenatal visits as the minimum accepted level. Simultaneously it emphasized the necessity of establishing clear defined objectives to be achieved during each visit. Inadequate ANC is defined as starting care after the fifth month of pregnancy or beginning earlier but receiving fewer than half of the recommended visits. (12) Despite the efforts done to urge woman to seek ANC, slightly more than one quarter of Egyptian pregnant woman do not receive ANC (according to Egypt Demography and health survey). Several factors may shape women's utilization of ANC service: socio-economic status, availability, accessibility, previous experiences in different health settings, last but not least their satisfaction with the quality of care provided to them. (13) Quality of care is defined as the degree to which health services for the individuals and population increase the likelihood of desired health outcomes and are consistent with current professional knowledge. (14) Many studies adopted Donabedian's conceptual framework for assessing quality of care. This framework begins with a structure that is utilized through a specific process to fulfill an outcome. Structure refers to prerequisites, such as hospital buildings, staff and equipment. While the process describes how structure is put into practice such as specific therapies. Finally outcome refers to results of processes, for instance, results of therapy. (14, 15) Antenatal care has been designated as one of the four Pillars of Safe Motherhood, along with clean and safe delivery, essential obstetric care and family planning. These four pillars are thought to contribute to reduction of maternal mortality. The quality of ANC is an effective route to emergency obstetric care and skilled delivery. Consequently it is an important determinant of pregnancy outcome. Moreover, the provision of high quality ANC is congruent with client's satisfaction toward this care. (16) Satisfaction with quality of care is the degree to which the client's desired expectations, goals and or preferences are met by the healthcare provider and / or service. (17) Client's satisfaction has traditionally been linked to the quality of services given and the extent to which specific needs are met. Satisfied clients are likely to come back for the services and recommended service to others. Various factors including attitude of staff, cost of care, time spent at the hospital and doctor communication have been found to influence client's satisfaction. In general satisfaction and dissatisfaction indicate client's judgment about the strengths and weaknesses, respectively, of the service. (17) Women's satisfaction with the quality of antenatal care is an important determinant of their utilization and continuation with the service. (18) Hence the present study aims to assess pregnant women's satisfaction with the quality of antenatal care at Maternal and child health centers in El-Beheira governorate. It is hoped that the findings of this study will help in service improvements that are responsive to women's needs & perception & result in improved access to and utilization of safe maternal health services.
Aim of the study was: 1. To assess pregnant women's satisfaction with the quality of antenatal care at maternal and child health centers in El-Beheira Governorate. 2. To assess the quality of antenatal care provided at maternal and child health centers in El-Beheira Governorate. (17) to measure the pregnant women's satisfaction with the received antenatal care. It was translated into Arabic by specialist in English language translation. The version was revised and then back translated into English by another translator. The translation was refined after back translation until agreement was obtained among the two translators. It contained 53 statements. Each one was scored on a three point likert -scale ranging from 1-3. Highly satisfied take 3, moderately satisfied take 2 and dissatisfied take 1. For each subject the total scores ranged from 53-159. Accordingly each subject satisfaction level was categorized as follow: Unsatisfied <88, moderate satisfaction 88 to <123 and highly satisfied ≥ 123.
Tool III: Quality of antenatal care observational checklist. It was developed by Mgawadere F (2009) (20) to measure the quality of antenatal care. It consists of two parts. The first part: aimed to measure the quality of center's structure. It contained 30 items to assess infrastructure, universal precautions, staff, medical drugs, vaccinations, equipments & supplies. Each item was scored by 2 if answer yes or 1 if answer no. The total score for each center ranged between 30-60. Accordingly each of the center's structure quality was scored as follows: Low structure quality <45 and high structure quality ≥ 45.
The Second part: aimed to measure the process of quality care inside the center. It contained 51 items to assess antenatal coverage, services and procedures provided (history taking, physical examination (general & specific), measure of vital signs, laboratory investigations (blood & urine), universal precautions), antenatal counseling, privacy & confidentiality, respectful behavior and emotional support. Each item was scored on a three point likert-scale ranging from 1-3. Well done take 3, fairly done take 2 and not done take 1. The total scores for each center ranged between 51-153. Accordingly, the process of quality care was scored as follows: Low quality <85, Moderate quality 85-<119 and High quality ≥ 119.
The third part: aimed to measure the outcome of the quality of care provided by the center. It contained 3 items to assess number of antenatal visits, time of the first antenatal visit, and recommended eleven interventions (measuring height, measuring weight, measuring blood pressure, blood investigation ( for Hb & grouping), urine analysis, tetanus vaccination, iron or Folic Acid supplementation, prevention of sexually transmitted infections, provide counseling, had intestinal parasite drugs, discuss the plan and preparation for delivery). The total quality outcome classified as follows:
High quality outcome indicated that initiation of antenatal visit during first trimester, attendance of four visits or more as well as reception of at least nine out of the recommended eleven antenatal interventions. Moderate quality outcome indicated that initiation of antenatal visit during second trimester, attendance of four visits or more as well as reception of at least 6-8 out of the recommended eleven antenatal interventions. Low quality outcome indicated that initiation of antenatal visit during third trimester, attendance of less than four visits as well as reception of at least five out of the recommended eleven antenatal interventions.
Method:
1. An official letter from Faculty of Nursing -University of Damanhour was directed to the responsible authorities of the previously mentioned study centers to obtain their permission for conducting the study. 2. Tool (I) was developed by the researchers after review of recent relevant literature. 3. Tool (II) was adapted and translated into Arabic language. It was tested for reliability by test-retest technique the Cronbach's alpha test was 0.92. 4. Tool (III) was adapted by the researchers. It was tested for reliability by inter-rater technique the Cronbach's alpha test was 0.97. 5. Tools were tested for content validity by a jury of five experts in the field. 6. A pilot study was conducted on 35 pregnant women from the previously mentioned centers (excluded from the study subjects) to ascertain the clarity, feasibility and applicability of the tools and to identify obstacle that might interfere with the process of data collection. 7. Each subject was individually interviewed after receiving her care. The duration of each interview ranged between15-20 minutes. Two days / week were specified for data collection over a period of seven months, started from the beginning of June till the end of December 2016. An average of 5-7 interviews were performed /day. 8. Each center was observed for two hours twice weekly, until the tool III was covered.
III. Statistical analysis
The collected data was revised, categorized, coded, computerized, tabulated and analyzed using statistical package for social sciences (SPSS) version 16. Descriptive and analytical statistics were used such as frequency, percentages, Pearson correlation coefficient. Significance was adopted at P<0.05 for interpretation of results of tests of significance.
IV. Ethical considerations
For each subject an informed oral consent was obtained after explaining the purpose of the study. In addition her anonymity, privacy, freedom to withdraw from the study at any time and confidentiality of her data were all emphasized prior starting the interview.
V. Results
Table (1) shows the socio-demographic characteristics of the study subjects. The age of one-half (50%) of the study subjects were between 20 to less than 30 years and about one-third (34%) of them were less than 20 years. More than one-third (36%) of them had secondary education, and 30% were illiterate or just read and write. The majority (84.9%) of study subjects were housewives. More than two-fifths (44.9%) of them had three children or less. Table ( 2) describes distribution of the study subjects according to their satisfaction with the specific items of antenatal care. More than three-fifths (63.4%) of the study subjects were unsatisfied with setting's accessibility. One-half (50.0%) of them were unsatisfied with the setting's infrastructure. And the majority (84%) of them were unsatisfied with the availability of drugs, equipment's & supplies. As well as more than three-fifths (62.9%) of study subjects were unsatisfied with the overall setting's structure. The majority of them 80% & 83.4% were unsatisfied with the services timing and counseling respectively. And more than three-fifths (64%) of them were unsatisfied with the physical care. While three-quarters of study subjects (75.1%) were highly satisfied with registration process. More than one-half (52%) of them were highly satisfied with the received psychological care. In addition, more than one-half (53.4%) of the study subjects were unsatisfied with Table ( 3) shows distribution of MCH centers according to their quality of care. The majority (85.7%) of MCH centers had low structure quality. And nearly three-quarters (71.4%) of them had low quality process of care. In relation to overall quality of care, more than one-half (57.1) of MCH centers had low quality of care. And 28.6% of them had moderate quality of care, while only 14.3% of them had high quality. Table ( 4) distribution of quality of antenatal care outcome provided to study subjects in the seven MCH centers. More than three-fifths (62%) of the study subjects received less than four antenatal visits. And more than one-half (54%) of them started their antenatal visits during their second trimester, while only 18% of them had started it in their first trimester. As regard the recommended interventions, almost all (99.1% & 95.1) of the study subjects received measuring for blood pressure and weight respectively, and 95.7% of them done blood investigation. The majority (81.7%) of the study subjects received tetanus vaccination. 71.4% of them received iron or folic acid supplementation.
Figure (1) shows distribution of overall quality of care outcome provided in the seven MCH centers. More than two-fifths (42.9%) of the overall quality of care outcome in the seven centers was low. And more than one-third of it (34.2%) was moderate. Only 22.9% of it was high.
Table (5) shows the relationship between level of quality of care among the seven centers and the study subjects' overall satisfaction. It demonstrates a positive statistically significant correlation between study subject's overall satisfaction and the centers' quality of care structure (P=0.005), process (P=0.001), outcome (P=0.000) and the overall quality of care (P=0.000). It indicates that a decrease in the quality of care level is followed by a decrease in the clients' satisfaction level. 
VI. Discussion
Among the various pillars of Safe Motherhood, antenatal care remains one of the interventions that have the potential to significantly reduce maternal morbidity and mortality when properly conducted. Improve maternal and newborn health by improving the quality of care provided at primary healthcare (PHC) facilities. (21, 22) Quality of health care can be accessed from two perspectives, quality of health care and client's satisfaction with the manner in which the service is delivered. (23) The aim of this study was to assess pregnant women satisfaction with quality of antenatal care at Maternal and Child Health Centers in El-Beheira governorate.
According to the results of the current study it can be noticed that more than one half of the study subjects (58.9 %) were unsatisfied with the overall antenatal care services, more than one quarter of them (26.9%) were moderately satisfied and only 14.2% were highly satisfied. The current finding is relatively similar to the study of Arafat A (2015) (24) in Alexandria, Egypt, titled ''pregnant women's expectations versus care delivered during initial antenatal visit''. She found that only 30.1% of her subjects were highly satisfied with the received care. On the other hand, the current study also doesn't correspond with the study of Fawole A et al (2008) (18) in their study about clients' perceptions of the quality of antenatal care in Ibadan, Nigeria. They found that 81.1% of their study subjects were satisfied with ANC services. The current finding also doesn't match with the study of Mansour S et al (2012) (25) in Al-madinah Al-menawarh, Saudi Arabia about women's satisfaction with the quality of antenatal care at the primary health care centers. The study indicated that nearly two-thirds (62%) of their subjects were satisfied with overall aspects of antenatal care services.
In addition, it is not in accordance with the finding of the study carried out in Nigeria by Enabor O et al (2013) . (17) The aim of this study was to investigate perception and satisfaction with quality of antenatal care services among pregnant women at the university college hospital. It was reported that 81.1% of their study's subjects were satisfied with the care they received at antenatal clinic. Moreover, the present finding is not consistent with finding of Emelumadu O et al (2014) . (26) They had conducted a study titled perception of quality of maternal healthcare services among women utilizing antenatal services in selected primary health facilities. This study concluded that the majority of women were satisfied with the care they received at health facilities. (26) Furthermore, the current finding disagrees with the study of Abebe S et al (2017) (27) in Ethiopia, about "Quality of Antenatal Care Service in Public Health Facilities". This reported that 52.6% of respondents were satisfied with the service provided.
Specifically speaking almost, three-fifths (63.4%) of the present study subjects were unsatisfied with the centers' accessibility. This result is kind of unexpected because the Egyptian Demographic and Health survey (EDHS) (2014) (13) had reported a rating of 66% for access of antenatal care programs in Egypt. The result of the current study is nearly congruent with the findings of Montasser N et al (2012) . (28) They had conducted a study about Egyptian women's satisfaction and perception of antenatal care in Shawa village, Dakahlia governorate, Egypt. Their results revealed that nearly three-quarters (72.2%) of their study participants were not satisfied with the accessibility of ANC service. Such an agreement between the results of the present study & the aforementioned results could be explained by both studies were conducted in villages either in ElBeheira and Dakahlia governorates where the centers are usually present outside the villages. On the other hand, this same present finding is not consistent with the results of Sholeye O et al (2013) . (29) They had conducted a study titled '' three decades after Alma-Ata: are women satisfied with antenatal care services at primary health centers'' in Nigeria. Their results revealed that 88% of their subjects were highly satisfied with their services' accessibility.
Pregnant women's high satisfaction with centers' infrastructure was evident among only about one-fifth (20%) of the present study subjects. This result is probably attributed to the actual shortage in health care providers, inadequate waiting space. In addition to, lack of sanitation, lightening, ventilation (in some centers). The present finding is agree with the study of Edie G et al (2015) (30) about perceptions of antenatal care services by pregnant women attending governmental health centers in the Buea Health District, Cameroon, where they found that only 20% of their studies subjects were satisfied with the centers' infrastructure. (30) On the contrary, the current study doesn't correspond with the findings of Soliman F (2015) . (31) She had conducted a study about satisfaction of rural pregnant women as quality indicator of provided antenatal care at Tanta city in Egypt. She reported that 68.6% of her study subjects were satisfied with the infrastructure of the study settings. She attributed their satisfaction to the setting's cleanliness, good ventilation, adequate light, and availability of seats in waiting areas. This discrepancy between the former study findings and the results of current study could be attributed to the fact that it was conducted in an urban area and the current study was conducted in a rural one, where the former it is expected to be Pregnant women's satisfaction with the quality of antenatal care at maternal and child health .. 
The present study revealed that slightly more than one-half (52.0%) of the study subjects were highly satisfied with the received psychological care specifically greetings, introducing one self, referring to women's by their names, giving them time to express their feelings without interruption as well as answering their questions. This result is consistent with the finding of the previously mentioned Egyptian study by Montasser N et al (2012) . (28) They had reported that nearly one -half (48%) of their subjects were satisfied with their received psychological care. This agreement between Montasser N et al (2012) (28) findings and the results of current study is probably attributed to the fact that health care providers at maternal and child health centers in Egypt suffer from shortage of staff and high workload. Such conditions probably limit the care provider's chance to provide enough time and psychological care to each client.
The current study showed that more than three-fifths (64.0%) of its participants were dissatisfied with the received physical care. The current finding is relatively in accordance with the study of Hasnain S et al (2007) (33) about '' causes of low tetanus toxoid vaccination coverage among pregnant women" in Pakistan. They found that nearly three-fifths (59.1%) of their study participants were dissatisfied with the received physical care. This result was attributed to shortage of health care providers, in the studied settings. (33) On the other hand, This finding is different than the findings of Hildingsson I et al (2005) (34) and Hansen P et al (2008) .
(35) They all had revealed that the majority of their subjects were satisfied with their received physical care.
The current study revealed that 75.1% of its subjects were highly satisfied with the registration process. This result agrees with Elgamel H (2014). She carried out a study about ''dimensions of quality of antenatal care service at urban centers in suez canal, Egypt''. She found that about 76% of her study subjects were satisfied with the registration process. (36) Long waiting to see a physician can produce dissatisfaction and increase client's anxiety. It is frequently cited as a reason why clients leave the maternal and child health centers before receiving care. (37) The present study revealed that the majority (80%) of its participants were unsatisfied with the waiting time. This result is in line with the findings of two previously mentioned Saudi Arabian and Nigerian studies: Mansour S et al (2012) (25) and Sholeye O et al (2013) (29) respectively. Both of them had reported that a high percent of their study subjects were not satisfied with the waiting time. Such agreement between the current study finding and that of the two previously mentioned studies could be explained by the centers overcrowding and high workload due to the disproportion between the numbers of clients and health care providers. However, the present study's same result is not congruent with the findings of Balogun O (2007). (38) His results reported a high satisfaction level about their subjects in relation to waiting time. This could be attributed to the fact that the number of clients was appropriate to the number of health care providers in the Nigerian private health settings.
One of the main antenatal care goals is the provision of adequate information that is essential for maintaining and improving pregnancy outcome. (39) The current study indicated that the majority (83.4%) of women were unsatisfied with the received information through counseling. This result was in congruence with the findings of many researchers, who indicated that only about one-third of their participants were satisfied with the received counseling during their antenatal care. (28, 40, 41) Such an agreement between these results-in this respect-among the four studies may reflect discrepancy between clients' expectations and the actual provided counseling. In contrast, Al-Ateeq M et al (2015) (42) found that more than one-half (53.2%) of their subjects were satisfied with the received antenatal counseling. This contradiction could be attributed to the fact that most of the health care providers in Saudi Arabia are not national. They are very keen to stay on their jobs because of their high salaries. Consequently, they provide adequate multiple health education sessions as their work load permits that. While the other studies subjects -including the present one -may have received superficial antenatal health education as their health care providers suffer from shortage of staff and high workload.
In the light of the present study results, subjects' high satisfaction with the services cost was evident among 66% of them. This result is kind of expected because they only pay a minimal fee for registration in the first visit, in addition to paying only one third of the medications cost. This result is nearly congruent with the findings of other two previously mentioned Nigerian studies. Sholeye O et al (2013) (29) and Enabor O et al (2013) (17) respectively. Both of them had revealed that a high percent of their subjects were satisfied with their services costs.
The results of the present study indicated that only 14.3% of studied centers had high quality. While 28.6% of centers had moderate quality. Low quality was observed in 57.1% the centers. This result could be attributed to the fact that most of the centers have inadequate waiting space beside lack of proper sanitation. Specifically, waters supply, enough lightening, ventilation, cleanliness and directional signals. In addition, all centers are not complying with the ministry of health infection control guidelines.
Moreover, most of the centers have dearth of health care providers, where each antenatal clinic within the centers have only one nurse and one physician. Furthermore, these care providers have to work in more than one clinic to cover their colleagues' absence. Beside shortage of some necessary equipment and drugs. (20) She had reported that less than one-third (29%) of her studied centers had high level of quality of care. She had attributed her results to infrastructure problems such as, shortage of health care providers, equipment and supplies. In addition, this finding is in line with Nnebue C et al (2015) (43) who asserted that a minority of their studied centers had good quality of care. They had attributed their results to their poor referral systems and the disproportion between centers' capacity and the number of their clients. This finding is almost similar to the study of Abebe S et al (2017) , (27) which concluded that the overall quality of ANC service was poor which may be explained by shortage of reagents and drugs, absences of guidelines, absence of trainings, absence of incentives, absence of regular supervision, inadequate health information for mothers and absence of privacy.
Furthermore, this finding is in congruence with Majrooh M et al (2014) (44) who reported that only onethird of their studied centers had good quality of care. They attributed their results to shortage of midwifes, necessary equipment, drugs and lack of centers cleanliness and sanitation. On the contrary, Nikiema L et al (2010) (45) found that one-half (50%) of their studied centers have high quality of care. This disagreement between the findings of this study and the current study -in this respect-may be attributed to the fact that the aforementioned study sample size (17 centers) almost doubled those of the current study's sample (7 centers).
Where the large sample size in the former one may have provided a wider range of variations in the quality of antenatal care at the centers.
The outcome of the quality of care in this study was measured by: number of antenatal visits, timing of the first antenatal visits and the provision of the main recommended interventions. The present study revealed that the overall quality of care outcome in the seven centers was low (42.9%). In relation to the number of antenatal visits, More than three-fifths (62%) of the clients had attended less than four antenatal visits. These results are not consistent with WHO (2005) . (46) Recommendation of at least four visits during normal pregnancy. Accordingly, this result indicates a poor quality outcome. As regard the time of the initial visit, more than one-half (54%) of the subjects had started their antenatal visits in their second trimesters. Again this result is not in line with WHO (2006) (47) . Recommendation that first antenatal visit should be done during the first trimester of pregnancy, preferably before sixteen week. Consequently, this result is indicating a low quality outcome. In addition, more than two-fifths (43.8%) of them had received less than eight antenatal services. This result is consistent with findings of a previously mentioned Malawian study by Mgawadere F (2009). (20) Her results concluded that two-thirds of the overall quality of care outcome in her studied centers was moderate. Where as much as 40.5% of her subjects had started their antenatal visits during their second trimester. In addition less than one-half of them did receive less than four antenatal visits. This agreement between the pervious study findings and the current one may be interpreted by fact that both studies were conducted in rural areas. Where rural pregnant women in El-Beheira, Egypt and Lungwena, Malawi are expected to be less aware about the importance of early initiation of ANC. Consequently, the number of their visits would be less than four visits.
The present study clarified the presence of a positive statistically significant correlation between its subjects overall satisfaction level and overall quality of care in the centers. This result is in line with the Emergency Medicine Practice Committee ACEP (2011). (48) Report it indicated the presence of a positive significant relationship between patients' satisfaction and quality of care. In addition to the findings of other two researches. Firstly, Doaee S et al (2013) . (49) They had conducted a study titled '' women's attitude to group prenatal care and their satisfaction'' in Iran. Secondly, Dhahi Z et al (2014) . (50) They had conducted a study titled "study on pregnant women's satisfaction with primary health care services in Basra ''Iraque". Both researches revealed the presence of a significant relation between pregnant women's overall satisfaction level and quality of care at primary health centers .Yet, they didn't decide the type of the relationship whether it was positive or negative. They attributed their subjects' high satisfaction level to several factors: accessibility of the studied settings, health care providers, positive attitudes, availability of female physicians as well as the affordability of the services' costs.
As much as 14.2% of the present study subjects were highly satisfied with the overall aspects of the introduced ANC at the selected centers, in spite of the fact that as much as 57.1% of these centers quality of services was low. this observation could be explained by the notion that pregnant women's expectations in the present study was low as a substantial proportion (84.9%) of them were housewives with low socioeconomic status and the cost of services are reasonable for them in comparison with the private clinics. In addition, the fact that one-half of them were either illiterate (30%) or have primary education (26%). Accordingly they become satisfied with the humble level of care.
VII Conclusion
Based on the findings of the present study, it could be concluded that quality of antenatal care provided at studied MCH centers in El-Beheira governorate was poor, this due to lack of proper infrastructure for providing antenatal care, shortage of staff, lack of necessary medications , vaccination, equipments and supplies. The www.iosrjournals.org 45 | Page pregnant women were unsatisfied with the antenatal care provided in these centers. It indicates that a decrease in the quality of care level is followed by a decrease in the clients' satisfaction level.
VIII Recommendations
Based on the findings of the present study, the following recommendations are suggested: 1. The Ministry of Health through the district health implementation plan should consistently provide adequate number of staff, supplies, equipments and drugs for providing antenatal care 2. Continuous training of the health care providers at maternal and child health center is recommended as it may improve their performance and consequently raise the quality level. 3. Continuous monitoring of clients' satisfaction with all aspects of care could aid in improvement of the quality of services. 4. Different health education methods should be available to increase awareness of the pregnant women about the importance and components of antenatal care.
Further researches:
 Further studies to investigate the possible applicable strategies for amelioration of antenatal quality of care.  Further study to identify the pregnant women expectations versus received antenatal care.
